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INTRODUCTION 



To: The Minister of Health. 

The Minister of Education. 

The Secretary of State for Scotland. 

Gentlemen, 

You appointed us in September, 1953, with the following Terms of 
Reference: 

“ To advise on the proper field of work, the recruitment and training of 
Health Visitors in the National Health Service and School Health Service.” 

We have regarded ourselves not as a representative body but as persons 
acting independently of any organisation to review the ascertainable facts 
and opinions about a body of work with which we are in varying degrees 
familiar through our working experience. We have, however, had the advan- 
tage of the help of a Steering Committee, appointed by you, who are repre- 
sentative of a wide range of opinion and experience in the services concerned 
and for the most part nominated by organisations directly concerned with their 
working. As with previous similar enquiries the professional organisations 
of Health Visitors were not represented in order, we understand, to leave 
them complete freedom of action. 

Although the association of Working Parties such as ours with Steering 
Committees has become the usual practice in recent years, we think the 
relationship of the two bodies may not be generally understood. The principal 
function of the Steering Committee is to advise on the general form of the 
inquiry, on the sources of information and evidence and on the policy of 
any bodies that are represented. It might in fact more aptly be termed an 
Advisory Panel. We have received valuable help from the Steering Com- 
mittee and have given full consideration to the advice offered us. We have, 
however, had no constitutional obligation to accept their views. We feel it 
necessary, therefore, to record that we accept sole responsibility for what is 
said in our report which does not necessarily represent the views of, or in 
any way commit, either the individual members of the Committee or any 
of the organisations that may have nominated them. 

In_ all we have met on twenty-two occasions in London. Two of these 
meetings have been held jointly with the Steering Committee and on other 
occasions individual members have joined in our private meeting. We have 
also held six meetings at other centres in Great Britain. 

We should like to record our sincere appreciation of the willing and 
valuable help given to us not only by the Steering Committee but by local 
authorities, and other bodies and many individuals — notably in the course 
of our visits and local surveys. Our thanks are due also to our Secretaries 
who have carried out a difficult task to our complete satisfaction, and to 
their staff and the typing and other services provided by the Departments. 
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vi REPORT OF A WORKING PARTY ON HEALTH VISITING 

We now have the honour to present our report to you. It is long and for 
convenience a summary of our main conclusions and recommendations 
immediately follows this introductory note. 

Wilson Jameson (Chairman). 

A. Beauchamp. 

K. C. Chambers. 

E. Himsworth. 

E. Stephenson. 

J. F. Warin. 

M. H°Cook} 70 ''"' feretories. 

C. E. Caulcott, Assistant Secretary. 
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SUMMARY OF MAIN CONCLUSIONS AND 
RECOMMENDATIONS 



Below are summarised the main conclusions and recommendations contained 
in Chapters X to XV of the Report. These do not exhaustively cover the 
points made in the text and are intended also to be read in the light of the 
general review in Chapter IX. 

Field of Work and Functions of Health Visitors 

(i) Functions. The functions of Health Visitors should primarily be health 

education and social advice; they may usefully undertake other functions 
but these should arise front or be incidental to their primary functions. In 
carrying out all their functions. Health Visitors should have full regard to 
the needs of the family and the part played by other workers. (Paragraph 
293.) r 

(ii) Present Field of Work. Though less frequent attention may need to 
be given to the physical care of mothers and young children in many cases, 
more attention will have to be paid to mental hygiene. While the intensity 
of visiting may vary. Health Visitors should keep some contact with all 
families where there are children. This is a major task and over-concentra- 
tion on a few cases or on new work carries risks unless there are enough 
staff ; proper attention to maternity and child welfare need not, however, 
preclude extension to other fields. (Paragraphs 294-296.) 

(iii) In the School Health Service there is an important field for the quali- 
fied Health Visitor but her time is often wasted on duties not demanding 
her full skill. Duties should be re-arranged to avoid this and other staff 
engaged if need be. On the other hand, the Health Visitor might be an 
invaluable addition to the child guidance service. She could do more for 
handicapped children and might play a larger part in health education in 
schools. We strongly support the policy of amalgamating the Health Visiting 
services of the local health and education authorities. (Paragraphs 297-301.) 

(iv) New Possibilities of Service. Health Visitors have been primarily 
concerned with the prevention of ill-health among the healthy, but they have 
also, for example, played a large part in tuberculosis work and this should 
in future be regarded as a field of work calling for the services of qualified 
Health Visitors. (Paragraphs 302-303.) 

(v) _ Tuberculosis work shows how Health Visitors can play a prominent 
part in the development of hospital after-care as a whole. Where after-care 
measures are necessary for the recovery and the welfare of the patient and 
his family, the Health Visitor has a part to play. She will necessarily work 
with the family doctor in such matters. (Paragraph 304.) 

(vi) The general practitioner is now much more concerned with the health 
of whole families and especially with mothers and children, with the prob- 
lems of old age, handicap and chronic illness and with the preventive and 

vii 
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viii REPORT OF A WORKING PARTY ON HEALTH VISITING 

social aspects generally of illness. He is tending to become the clinical leader 
of the domiciliary health services team. The Health Visitor is admirably 
placed to help him. She could be useful to him m any part of his practice 
where health education and social advice are desirable. (Paragraphs 3U5 
307.) 

(vii) Health Visitors can play an important, if unspectacular, role m rela- 
tion to mental health. While their main importance may be in helping mothers 
they should be able to take account of psychological factors m any case wi h 
which they deal. In established mental illness experts are needed, but the 
Health Visitor can help in suitable cases. (Paragraphs 308-310.) 

(viii) The Health Visitor can do much to help the aged whether or not in 
need of medical care. She can assist in the ascertainment of their social 
needs and should be brought into schemes for official or unofficial help, bhe 
may play a similar part in the care of handicapped adults (but will be less 
closely concerned than in the case of children). (Paragraphs 311 312.) 

(ix) She should undertake the supervision of mentally defective children 
as part of her normal home-visiting duties, seeking specialist help where 
needed. The care of older defectives will usually call for the services of 
a specialist. (Paragraph 313.) 

(x) A Family Visitor. In association with the general practitioner, the 
Health Visitor will be concerned with a wider range of families than any 
other comparable worker. She will be in touch with the various family health 
and welfare teams. She has thus the opportunity to act as a common point 
of reference and source of standard information, a common adviser on health 
teaching— a “common factor” in family welfare. In the ordinary course of 
her work and without exceeding her competence, she could be in a real sense 
a general purpose family visitor. (Paragraphs 314-316.) 



The Status of Health Visitors and their Relationships with Others 



(xi) Status of the Health Visiting Service. The work of the Health Visitor 
is distinct from that of both nurses for the sick and social workers. While 
she will base her work on the advice of medical and social experts, she 
will exercise her own judgment in applying it to her work with families. 
She will be truly a medico-social worker — playing a full part in both 
preventive medicine and social action. The Health Visitor’s work will extend 
to a wider variety of cases and she will be more concerned with non- 
medical aspects. Administrative arrangements should take account of this. 
She should be answerable to her own professional head and the latter in 
turn to the medical officer of health. (Paragraphs 317-318.) 



(xii) While retaining individual responsibility for their own families Health 
Visitors should, where possible, work in small teams covering one area 
for all purposes. They should have a proper base— possibly at a clinic— 
with facilities for private consultation, clerical help and a telephone, and 
should be free to organise their day to day work and co-operate with 
other workers without detailed central control. Their location should be 
widely known. (Paragraphs 319-321 and 323.) 
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MAIN CONCLUSIONS AND RECOMMENDATIONS IX 

(xiii) At maternity and child welfare clinics. Health Visitors should be 
able to concentrate on health education and they should be relieved of duties 
that distract them from this. (Paragraph 322.) 

(xiv) Co-operation with Home Nurses and Midwives. The association 
of Health Visitors and home nurses with general practice will make their 
close co-operation essential ; the future training of both should do more 
to prepare them for this. While the midwife will have the major concern 
with the ante-natal and neo-natal periods, the Health Visitor has an 
important educational role. Where the midwife is called on to assess the 
need for admission to maternity hospitals, the Health Visitor should be 
consulted. She should usually take responsibility for care on the mother’s 
discharge from hospital or, in home confinements, from the fourteenth day. 
There should be a case discussion and joint visit at this juncture. (Paragraphs 
324-326.) 

(xv) Combined Work. The weight of opinion is in favour of full-time 
Health Visitors, It seems likely that Health Visiting as we visualise it 
for the future will call for a full-time highly trained worker. We do not 
recommend therefore that combined work should be a general principle 
of organisation but see no sufficient grounds for altering the arrangements 
in areas where combined work is the established practice, provided all such 
workers are qualified Health Visitors. (Paragraphs 327-329.) 

(xvi) General Practice. The relationship of the Health Visitor with the 
general practitioner will be more like that between consultant and almoner 
in hospital than the relationship of doctor to nurse. Co-operation will be 
easiest where Health Visitors are organised in area teams ; liaison arrange- 
ments can meet the needs of scattered practices. The first step to co-operation 
is the development of a common local policy between the local health 
authority and general practitioners ; the second, to arrange for Health 
Visitors and general practitioners to meet; the third, to channel all the 
doctors’ less urgent, complex or technical demands for local authority services 
through the Health Visitor. (Paragraphs 330-332.) 

(xvii) Hospitals. Health Visitors must have a close working arrangement 
and personal contact with almoners and ward-sisters. Hospitals must 
provide relevant information and know where Health Visitors can be found. 
The special case of tuberculosis illustrates the relationship with hospital 
out-patient departments. The Health Visitor’s work should be strictly related 
to her functions and extraneous duties should be performed by others. 
(Paragraphs 333-334.) 

(xviii) Social Workers. Wherever there is a need for home visiting for 
family welfare purposes, consideration should be given to the help that 
can be given by the Health Visitor, already in touch with the family for 
other purposes, to avoid duplication of visiting and the creation of new 
types of staff. In some sorts of cases the social case-worker has special 
advantages. A vital aspect of Health Visiting will be recognition of such 
cases, ability to find the right kind of help and ability to co-operate in any 
measures taken. (Paragraphs 335-336.) 

(xix) Specialisation in Health Visiting. We deprecate specialisation because 
it narrows the field of interest, complicates family visiting, reduces the 
opportunity for service by the general duties staff and thus lessens the 
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attractiveness of the profession. Much of what is now sp^ialised could 
be incorporated in general duties. If specialisation is unavoidable (because 
there is an exceptionally serious problem or special aptitude or gaming 
is needed), staff should, if possible, retain a small area for general duties 
purposes or return from time to time to general duties work. (Paragraph 33 .) 

(xx) Group Advisers. Some experienced Health Visitors have exceptional 
ability and, with further training, could occupy “group adviser posts 
intermediate between general duties and administrative staff with increased 
responsibilities.' They could provide close support for general duties sta 
over the whole range of duties, act as the medium of referral in difficult 
cases and themselves take over cases needing intensive work They would 
organise liaison with other professional groups, co-ordinate health education, 
arrange for students to get practical experience and take new recruits under 
tutelage until well established. They would help with the further education 
of staff. The grade should be in course of time a step towards administrative 
and teaching posts. (Paragraphs 338-339.) 



The Training of Health Visitors 

(xxi) Maternity Training. Part I of the midwifery examination is not a 
satisfactory preparation for Health Visitors’ work of health education m 
the ante-natal and neo-natal period. Special courses of not more than three 
months’ duration would enable students to gain sufficient knowledge and 
experience of maternity care for their purposes as domiciliary workers. The 
courses should be organised by the Health Visitor training bodies, in con- 
junction with those responsible for midwifery training. When courses are 
established. Part I of the midwifery qualification should accordingly cease 
to qualify students for entry to Health Visiting training. (Fufiy trained 
midwives would of course be admitted without further training.) (Paragraphs 
341-345.) 

(xxii) Nurse Training. Objections to nurse training as an element in 
Health Visitor training are outweighed by the practical advantages, especially 
in view of changes in the aims of nurse-training and of the widening of 
student nurses’ hospital experience. The training must, however, be of the 
character of general nursing. In the light of experience it would be unwise 
to recommend that registration as a nurse should cease to be one of the 
qualifications of Health Visitors. (Paragraphs 346-350.) 

(xxiii) Public Health Training. Courses should aim not at producing the 
complete Health Visitor but at providing a clear picture of family health 
and welfare services and giving the essential additional technical knowledge. 
Only students should be selected who have the qualities to take such a 
course and become successful practitioners; moreover, new recruits should 
not be expected by employers to assume full responsibility at once without 
guidance and support. (Paragraphs 351—353.) 

(xxiv) Courses should be practical in their approach to all aspects of 
the work They will build on the foundation of nurse and maternity training, 
adding new knowledge and relating previous knowledge to the facts of 
domiciliary practice, especially in association with general practitioners and 
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MAIN CONCLUSIONS AND RECOMMENDATIONS xi 

hospitals. Practical knowledge of home management is necessary. A know- 
ledge of the social service agencies likely to be available in an area and 
how to work with them is essential. Much emphasis should be laid on 
the family welfare aspects of all visiting and on “ mental hygiene Teaching 
methods should aim at maximum student participation and practical experi- 
ence should be given wherever possible. (Paragraphs 354-359.) 

(xxv) The length of the public health course should be at least nine and 
need not exceed twelve months. The overall length of training would be 
four years or four years and three months. (Paragraph 360.) 

(xxvi) Integrated Courses. The best method of training Health Visitors 
would be by integrated courses, embodying maternity, nurse and public 
health training and keeping the eventual career in view from the outset. 
One such course is already at an advanced stage. We endorse such experi- 
ments and hope that eventually integrated courses will be the mode of 
training of the majority of recruits. 

Integrated courses are intended for direct entrants to Health Visiting. 
These may not be attracted in the numbers hoped for unless the total period 
of training can be shortened. We hope that the possibility of shortening the 
nurse training element in integrated courses— without reducing their effective- 
ness can be discussed by the training bodies concerned. Integrated courses 
offer special opportunities for such experiments. 

The recommendations of the Nurses’ Working Party (1947) suggest possi- 
bilities of experimentation which would hold marked advantages for Health 
Visitor training. Integrated courses might be an ideal field for experiments 
under the Nurses’ Act, 1949. 

There may- well be room for a number of experiments in training for 
Health Visiting. (Paragraphs 361-364.) 

(xxvii) Further Training. Health Visitors should be given facilities to 
improve their professional knowledge, including attendance at conferences, 
national and local, that bear on itheir work. Ail Health Visitors — qualified or 
unqualified — should be enabled to attend refresher courses approved by the 
central training bodies once every five years. (Paragraphs 365-366.) 

'(xxviii) Advanced Training. Universities should be invited ,to set up 
diploma courses for suitable Health Visitors with at least five years experience 
to enable them to qualify as “ group advisers ”. (Paragraph 367.) 

(xxix) Adequate tutorial staffs must be trained and one or two special 
university courses will be needed to make good immediate shortages. There- 
after, regular courses would be unnecessary. The diploma courses for group 
advisers should also be an adequate preparation for the junior grade of tutor. 
(Paragraph 368.) 



Organisation and Finance of Health Visitor Training 

(xxx) Training courses for general duties staff would not have the character 
of courses for a university diploma or degree, but it is most desirable that 
universities should be associated with training arrangements at all levels. All 
courses should be within the sphere of influence of a university. (Paragraphs 
369-370.) 
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(xxxi) Central Training Bodies. Apart from the control of the syHabus 
and examinations, the central training bodies would decide where cento* 
should be established, approve the constitution of the managing body, the 
administrative arrangements and the curriculum of Health Visit or “8- 
Hhey would encourage experimentation especially m integrated teaming. 
They would approve maternity and refresher courses. They would issue certifi- 
cates of qualification or authorise certain training centres to do so. mere 
need be no formal register but practice should be restricted to qualified stall 
by statutory instrument. (Paragraphs 371-373.) 

(xxxii) The constitution of the central .training bodies should provide for 
representation of all the principal interests. Health Visitor, teaming centre 
and university interests should together have a slight majority. Both an 
executive and an advisory body .might be needed. Consultation with unrepre- 
sented interests would be necessary. (Paragraph 374.) 

(xxxiii) The Royal Society for the Promotion of Health and Royal Sanitary 
Association for Scotland might be invited to reconstitute their appropriate 
committees to enable these to assume the functions of the central 
bodies. If they are unable to do so, separate bodies should be established. 
(Paragraph 375.) 

(xxxiv) Training Centres. Each centre should be managed by a training 
centre committee, responsible for arrangements for maternity courses and 
Health Visitor courses, of which some centres might provide more .than one. 
The committees should have final responsibility for selecting students. Their 
constitution should reflect local circumstances but generally should be similar 
to that of the central body. Teaching staff should be represented. Special 
consideration would need to be given to the position of universities under- 
taking responsibility for courses. (Paragraphs 376-377.) 

(xxxv) Financial Arrangements. AH training expenditure should be met 
from a central fund financed by contributions from local .health authorities 
on an agreed basis and administered by the central training bodies under 
government supervision. (Paragraphs 378—379.) 

(xxxv-i) Financial assistance to students should be in the form of standard 
allowances paid by training centres from .the fund to .approved students, that 
is students accepted for employment by a particular authority or others who 
undertake to serve in an understaffed area. Allowances would be subject to 
an undertaking to serve the authority for a period of two years. (Paragraph 
380-382.) 



Manpower 

(xxxvii) The .traditional bases for assessing the work-load of Health Visitors 
are not wholly satisfactory as a measure of the extended scope of the work. 
We have suggested principles on which the work-load couild be uniformly 
assessed by each authority. According to our estimates on such a basts, the 
standard load of visiting for a Health Visitor would be about 2,000 visits a 
year. A total of some 20 .million visits might be needed in England and 
Wales. Applying these estimates to Scotland also, a total force of 11,500 
whole-time Health Visitors might be necessary. This should be the approxi- 
mate target — representing an increase of 3,500 whole-time Health Visitors. 
(Paragraphs 384-397.) 
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Prospects of Recruitment 

(xxxviii) The period of development is assumed to be ten years. In this 
period some additional 3,500 Health Visitors would need to be recruited. 
To reach and maintain this figure the number of staff trained annually must 
be increased from 640 to 1,100. (Paragraphs 398-399.) 

(xxxix) The Recruitment Pool. Recruitment now depends on the number 
of general nurses who enter the Register annually and the number available 
for training as Health Visitors who are in all respects .suitable. This may not 
exceed 2,250 nurses annually. It is unlikely that all the Health Visitors needed 
can be obtained through post-registration courses. It is, therefore, not only 
desirable but necessary to establish integrated courses embodying nursing and 
Health Visitor training with an appeal to direot entrants to the work. (Para- 
graphs 400^101.) 

(xl) The Stimulation of Recruitment. Information about Health Visiting 
and training facilities must be brought to the notice of trained nurses and 
school-leavers particularly. A central advisory service would be valuable. 
(Paragraphs 402-406.) 

(xli) Great importance attaches to the enhancement of the professional 
status of Health Visitors and to our recommendations for the improvement 
of working conditions and the removal of unnecessary duties. (Paragraph 
407.) 

(xlii) Health Visiting must be made financially attractive to able trained 
nurses. There should be a financial incentive to take the training. Salaries 
should be reviewed accordingly. (Paragraphs 408^109.) 

(xliii) A review of senior staff scales of salary will eventually be needed, 
to take account of the unification of services that we recommend. A new scale 
for group advisers will be needed. This should be the same as that of the 
junior tutorial grade. Health Visitors selected to help with practical training 
should receive allowances. (Paragraphs 410-413.) 
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